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Given social acceptance, 
the great majority of 
epileptic patients 


can lead normal lives 


DILANTIN, after more than 15 years of clinical é 
experience, is an established anticonvulsant 
of choice. Its ability to control grand mal and 


ychomotor seizures, without the handicap , 
of hypnosis, helps many epileptic individuals | 
participate in normal educational, economic, 
and social activities. | 


Dilantin’ Sodium 


(diphenylhydantoin sodium, Parke-Davis) 


DILANTIN Sodium is supplied in a variety of forms—including 3 
of 0.03 Gm. (% gr.) and 0.1 Gm. (1% gr.) in bottles of 100 and 1000, 
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BRAND OF MEPHOBARBITAL 


hypertension 


for the hyperexcitability hyperthyroidism , 
so often found in convulsive disorders | 
difficult menopause 
psychoneuwrosis 
hyperhidrosis 


Mebaral’s soothing sedative effect is obtained without significantly 
clouding the patient's mental faculties. 


Average Dose: 
Adults — 32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 


Children — 16 to 32 mg., 3 or 4 times daily. 


Tasteless tablets of 32 mg. (1 grain) 
50 mg. (% grain) 
0.1 Gm. (1% grains) 
0.2 Gm. (3 grains) scored. 


Oe 


Meboral, trademark reg. U. 5. Pat 
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Trademark 


| Upjohn 


long-acting 


androgen: 


Reg. U.S. Pat. Off. 


Each ce. contains: 

Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 
Chlorobutanol 5 mg. 
Cottonseed Oil q.8 


50 mg. per cc. available in 10 cc. vials 


100 mg. per cc. available in 1 ce, and 
10 ce. vials 


The Upjohn Company, Kalamazoo, Michigan 


o-lestosterone 


CYCLOPENTYLPROPIONATE 
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patient is in 
acute distress 


from 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 
orthopnea and cardiac asthma. 


Ampuls of 1 cc., 2 cc., and 10 cc. vials. 


*Stead, E. A., Jr., in Cecil, R. L., and 
Loeb, R. F.: Textbook of Medicine, ed. 8, 
Philadelphia, W. B. Saunders Co., 

1951, p. 1065, 


waterlogging... 
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eadership in diuretic research 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Streptococcus haemolyticus. 
Right: Electron micrograph 
(from Mudd, S.,and Lackman, 
D. B.: J. Bacteriol., Williams 
& Wilkins Co.). Above: 
Blood-agar plate, showing 
hemolysis. 


SUSTAINED 
PENICILLIN 
LEVELS IN 
STREPTOCOCCAL 
INFECTIONS 


*... it has been shown that the treatment of 
streptococcic infections by adequate amounts 
of penicillin will prevent rheumatic fever... 
On the basis of our experience, we feel that 
BICILLIN for injection more nearly supplies the 
need than any other product available at 
present.””! 

‘Following the injection of 600,000 units of 
this drug in aqueous suspension, 100 per cent of 
ambulatory adult males show blood concentra- 
tions of 0.105 to approximately 0.03 unit per 
ml. for 10 days, and about 50 per cent of these 
subjects maintain demonstrable concentrations 
for 14 days... The development of BICILLIN 
is one of the important milestones in anti- 
biotic therapy.’*2 


“The demonstration of detectable amounts 
of penicillin in the serum of most patients for 
four weeks following the administration of 
1,250,000 units of BICILLIN suggests the feasi- 
bility of maintaining continuous drug pro- 
phylaxis against recurrences [of rheumatic fever] 
by administration of single monthly intra- 
muscular injections.’ 


BICILLIN is available in oral suspension, tablet, 
and injectable forms 


1, Breese, B. B.: J.A.M.A. 152:10 (May 2) 1953 
2. Weich, H.: Antibiot. & Chemo. 3:347 (April) 1953 
3. Stollerman, G. H.,and Rusoff,J.H.:J.A.M.A.150:1571 (Dec. 20) 1952 


BICILLIN' 


Benzathine Penicillin G 
Dibenzylethylenediamine Dipenicillin G 
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sense 


If the patient complaining of aching joints is a woman between 37 and 54 years of age, it 
is highly possible that she is suffering from arthralgia rather than arthritis.’ It has been esti- 
mated that arthralgia occurs in about 40 per cent of women with estrogen deficiency, and is 
exceeded in frequency only by symptoms of emotional or vasomotor origin.” In fact, arthralgia 
may be as indicative of declining ovarian function as the classic menopausal hot flushes. 


Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms 
that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples 
are insomnia, headache, easy fatigability, and tachypnea. 


Because these symptoms sometimes occur years before or even long after cessation of 
menstruation, they are not always readily associated with estrogen deficiency, and the tendency 
may be to treat them with medications other than estrogen. Obviously, sedatives and other pallia- 
tives cannot be expected to produce a satisfactory response if an estrogen deficiency exists. Only 
estrogen replacement therapy will correct the basic cause of the disorder. 


“Premarin” is an excellent preparation for the replacement of body estrogen. In “Prem- 
arin” all components of the complete equine estrogen-complex are meticulously preserved 
in their natural form, “Premarin” produces not only prompt symptomatic relief but a distinctive 
“sense of well-being” which is most gratifying to the patient. 


1. Greenblatt, R. B., and Kupperman, H. 8.: M. Clin. North America 30:576 (May) 1946. 2. McGavack, T. H., in Goldzieher, M. A., and 
Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 225. 
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Estrogenic substances (water-soluble) also known as conjugated estrogens (equine) 
Available in tablet and liquid form 
has no odor... imparts no odor 


NEW YORK, N. Y. MONTREAL, CANADA 
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IN continuing and repeated impartial 
scientific tests, smoke from the new 
KENT consistently proves to have much 
less nicotine and tar than smoke from 
any other filter cigarette—old or new. 

The reason is KENT’s exclusive Mi- 
cronite Filter. 

This new filter is made of a filtering 
material so efficient it has been used to 
purify the air in atomic energy plants 
of microscopic impurities. 

Adapted for use as a cigarette filter, 


Which filter-tip cigarette is the most effective? 


it removes nicotine and tar particles as 
small as 2/10 of a micron. 


And yet KENT’s Micronite Filter, 
which removes a greater percentage of 
nicotine and tar than any other filter 
cigarette, lets through the full flavor of 
KENT’s fine tobaccos. 


Because so much evidence indicates 
KENT is the most effective filter-tip 
cigarette, shouldn’t it be the choice of 
those who want the minimum of nico- 
tine and tar in their cigarette smoke? 


Ke nT with the exclusive Micronite Filter 


“KENT” AND “MICRONITE” ARE REGISTERED TRADEMARKS OF P. LORILLARD COMPANY 
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636 Lake Shore Drive, 


2>ver you take a temperature 


Suppliled 


Chicago 11, Illinois 


think of Tetracyn... 


‘*,..in patients with pneumococcal pneumoni 
surgical infections, or urinary tract 
infections... oral administration ...is followed 
by rapid clinical response. Symptoms, 

including fever, largely cleared up within 

24 to 48 hours.”* 


HYDROCHLORIDE 


brand of tetracycline hydrochioride 


*English, A. R., et al.: Antibiotics Annual (1958-1954), 
New York, Medical Encyclopedia, Inc., 1958, p. 70. 


Tetracyn Tablets (sugar coated) 
250 mg., 100 mg., 50 mg. 
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”..use a little wine for thy stomach’s sake 


and thine often infirmities...” 
—Paul 


he use of wine in nutrition and in medicine dates 

back to the beginning of history. It is recorded in 
the ancient Egyptian papyri, in the Bible—as in the 
oft-quoted admonition from Paul to Timothy—and in 
epicurean and medical annals from Hippocrates down 
to our own times. 

In recent years there has developed a demand within 
the medical profession that the true values of wine be 
determined, and that fact be separated from folklore. 
Accordingly, fifteen years ago, research projects in 
many American medical centers were initiated to 
determine by modern scientific techniques the food 
values and medical uses of wine.* 

The investigations have brought forth evidence 
which may be of interest and practical value... 

...Wine stimulates the appetite in anorexia, and 
gently increases gastric secretion. 

...Wine serves as a quick-energy food. Its small 
amount of hexose is speedily absorbed, and its mod- 
erate content of alcohol is metabolized readily, even 
by diabetics. Its B-vitamins and absorbable iron make 
it a useful supplementary source of these substances. 

...Wine possesses significant diuretic, vasodilating 
and relaxing properties. The gentle sedation provided 
by a small amount of wine at bedtime is a pleasant 
aid in inducing restful sleep. 

...A little wine before or with the meal can offer a 
needed element of “graceful living’’ to the patient... 
it can help in the psychological care of the elderly and 
the convalescent. 

In California (and in other regions, too) a combi- 
nation of soils, climates and modern wine-making skills 
makes it possible to grow the world’s finest wine 
grapes of every variety, and to produce wine of strict 
quality standards, true to type, moderate in price. 


*Research information on wine is available upon request. 


Wine Advisory Board + San Francisco 3, California 
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increased tissue ¢ 


Developed by Lederle research, AcHROM 
is a new broad-spectrum antibiotic which 
already demonstrated notable effectivene 
clinical trials. 

Several investigators have reported | 
nitely fewer side reactions with ACHROM 
than those experienced with certain o 
broad-spectrum antibiotics. 

In addition, ACHROMYCIN has shown qui 
diffusion in tissues and body fluids. It 
has greater stability, which prolongs | 
blood levels. 


LEDERLE LABORATORIES DIVISION AMER 
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road-spectrum antibiotic 


de effects, wide antimicrobial range 


diffusion 


Hydrochloride 


MYCIN CLINICAL INDICATIONS 

ch has ACHROMYCIN exhibits a broad range of activity against beta 

ness 1n hemolytic streptococcic infections, E. coli infections (including 
urinary tract infections, peritonitis, abscesses), meningococcic, 

| defi- staphylococcic, pneumococcic and gonococcic infections, otitis 


media and mastoiditis, acute bronchitis and bronchiolitis, and 


MYCIN 
certain mixed infections. 
DOSAGE FORMS 
uicker CapsuLes—250 mg., 100 mg.,and INTRAVENOUS—500 mg., 250 mg., 
it also 50 mg. and 100 mg. 
high Sprersorps* Dispersible Powder— Other dosage forms will soon be 


50 mg. per teaspoonful (3.0 Gm.) available. *Reg. U.S. Pat. Off. 


ERICAN A COMPANY PEARL RIVER, NEW YORK 
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Film Sealed 


ERYTHROCIN Steara 


TRADE MARK 


(Erythromycin stearate, Abbott) 


FASTER DRUG ABSORPTION 


New ERYTHROCIN Stearate tablets provide excellent drug protection 
from gastric secretions with the new Film Seal* marketed only by 

Abbott—plus a special buffer system. Result: Because the need for an 
enteric coating is eliminated, the drug is more rapidly absorbed. 


EARLIER BLOOD LEVELS 


Because of the swift absorption, high blood concentrations of 
ERYTHROCIN are reached within 2 hours. (Enteric-coated erythromycin 

affords little or no blood level at 2 hours.) Peak level is reached at 4 hours, 
with significant concentrations for 8 hours. 


LOW TOXICITY 
ERYTHROCIN is less likely to alter normal intestinal flora than most other 
widely-used antibiotics. Gastrointestinal disturbances are rare, with no 
serious side effects reported. 


EFFECTIVE AGAINST RESISTANT COCCI 


ERYTHROCIN Stearate is highly effective against coccal infections. 
Especially recommended when the infecting organism is staphylococcus— 
because of the high incidence of staphylococci resistant to penicillin and 
other antibiotics. Advantageous, too, when patients are allergically 
sensitive to other antibiotics. 

ERYTHROCIN Stearate (100 and 200 mg.) comes 
in bottles of 25 and 100 Film Sealed tablets. Obbott 


*patent applied for 


FOR CHILDREN: 


Pediatric ERYTHROCIN Stearate Oral Suspension. 
Tasty, stable, ready-mixed. 
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in arthritis 
and allied disorders 


Its therapeutic effectiveness substantiated by more than fifty 
published reports, BuTAZOLIDIN has recently received 

the Seal of Acceptance of the Council on Pharmacy and Chemistry 
of the American Medical Association. 


In the treatment of arthritis BuTAZOLIDIN produces prompt relief 

of pain. In many instances relief of pain is accompanied 

by diminution of swelling, resolution of inflammation and increased 
freedom and range of motion of the affected joints. 


BUTAZOLIDIN is indicated in: 
Gouty Arthritis Rheumatoid Arthritis 
Psoriatic Arthritis Rheumatoid Spondylitis 
Painful Shoulder (including peritendinitis, capsulitis, bursitis, and acute arthritis) 


Since BUTAZOLIDIN is a potent agent, patients for therapy should 

be selected with care; dosage should be judiciously controlled ; 

and the patient should be regularly observed so that treatment may be 
discontinued at the first sign of toxic reaction. 


Physicians unfamiliar with the use of BuTAzoLipIN are urged to send 
for complete descriptive literature before employing it. 


Butazo.ipin® (brand of phenylbutazone), coated tablets of 100 mg. 
GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N.Y. 
In Canada: Geigy Pharmaceuticals, Montreal 260 
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Impressive response in acute rheumatic fever 


(HYDROCORTISONE, MERCK) 


BENEFITS: HyprRocorTONE, like cortisone, 

overcomes the acute toxic manifestations of rheu- 
matic fever. Clinical improvement is usually ap- 
parent within twenty-four hours and the tempera- 
ture generally is reduced to normal limits within 
several days. Favorable effect on acute carditis 


accompanied by congestive failure may be life- 
saving. Cost of therapy is now comparable to 
that of cortisone. 

SUPPLIED: ORAL—Hyprocortone Tablets: 20 
mg., bottles of 25 tablets; 10 mg., bottles of 50 
and 100 tablets; 5 mg., bottles of 50 tablets. 


All HYDROCORTONE Tablets are oval-shaped and carry this trade-mark: 
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better control for the majority of diabetics... 


NPH INSULIN 


NPH 
(Insulin, 


a moderately long-acting Insulin, 
is a carefully standardized 
preparation of this type 


FOR INTERMEDIATE EFFECT: (affords best control for most patients) 
NPH Iletin (insulin, Lilly), U-40 and U-80 


FOR RAPID EFFECT: lietin (insulin, Lilly), U-40, U-80, and U-100 
lletin (Insulin, Lilly) made from Zinc-Insulin Crystals, U-40 and U-80 


FOR PROLONGED EFFECT: Protamine, Zinc & lletin (Insulin, Lilly)— 
Protamine Zinc Insulin—U-40 and U-80 


IN 10-CC. VIALS 


Ett titty ANDB COMPANY, INDIANAPOLIS 6 INDIANA, JU. S. A. 
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ANESTHESIA SERVICES IN DELAWARE* 
R. DouGLAS SANDERS, M.D.,** 
Wilmington, Del. 

Anesthesia departments directed and 
staffed by full time specialists are relative- 
ly recent acquisitions in this state. The 
first one was established about seven years 
ago. 

Prior to this, several physicians were de- 
voting part time to this field on an in- 
dividual case basis, and nurse technicians, 
employed by the hospitals, were doing the 
bulk of the work. 

Today there are ten physicians devoting 
full time to the specialty. Three of these 
are on a residency status. They work in 
four hospitals which have organized de- 
partments and serve as working consult- 
ants in three others which have small 
scheduled case loads and few emergencies. 


We are rather proud of the fact that two 
hospitals in this area enjoy the services 
of more trained men in the field than at 
least three medical schools of our ac- 
quaintance within a radius of 100 miles. 

The primary impetus for establishing 
these departments came from surgeons, 
but much of the supporting good will came 
from internists, obstetricians, pedi- 
atricians and general practitioners who 
recognized that the specialty had more to 
contribute to their patients than clinical 
anesthesia at the operating table. We are 
grateful to them for this, as well as for 
the variety of information we have ac- 
quired from them of diseases in their fields 
which is of aid to us in our work. 

In this connection and hereafter I use 
the term “we” in its broader sense and 
imply all of us who are specializing in 
anesthesia here. 

The obligations of an anesthesia depart- 


*Read before the Medical Society of Delaware, Wilmington, 
October 13, 1953. 
**Director of Anesthesiviogy: Delaware Hospital. 


ment are threefold: clinical practice, teach- 
ing and development. 


The first clinical practice embraces a 
variety of functions: 


1. Anesthesia for surgery. 

2. Diagnostic and therapeutic blocks. 

3. Direction of the recovery room and 
training of the nurses who work 
there. 


4. Consultation on oxygen therapy. 


5. Treatment of respiratory emergen- 
cies and drug poisoning. 


6. Administration of intravenous fluids 
and blood—during and shortly after 
surgery. 

As to the first, administration of anes- 
thesia for surgery presupposes that there 
are a sufficient number of capable men to 
do the work. Some doctors entertain the 
unfortunate fallacious opinion that one 
man can do the more difficult cases and 
direct a group of technicians in doing the 
simpler cases. 

When this thought is expounded to me, 
I am reminded of my friend’s comment 
when his wife had given a patient of his 
a singularly bad piece of therapeutic ad- 
vice. “My wife,” he said thoughtfully, “‘is 
a great doctor in her own estimation, for 
she is not handicapped by any knowledge 
of the condition she is treating.” 

If such a savant is pressed for a defi- 
nition of a simple case, he usually replies, 
“Tonsillectomy, D & C, things like that.” 
I disagree, for there is no such thing as a 
simple case or, for that matter, minor 
surgery. Untoward complications may 
arise to confound one during apparently 
trivial surgical operations. 

One of the significent advances in anes- 
thesia in recent years has been in the 
handling of infants and children. Premedi- 
cation according to carefully graded tables 
of dosage is now given to the very young- 
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est, with desirable effect, whereas once 
it was regarded as dangerous. 

Sequences and mixtures of agents are 
used where only straight ether was once 
applied. 

Instruments scaled realistically to the 
size of these wee patients have been de- 
vised. Compare, if you will, this laryngo- 
scope for an adult and this for a newborn; 
this trachea tube for an adult and this for 
a newborn; or, for that matter, this ether 
mask for an adult and this one for an in- 
fant. There are still areas where this last 
adult item is used indiscriminately for all 
sizes. 

More important than these things you 
can see, though, has been the understand- 
ing of the physiology of the infant which 
has come from many pediatricians and 
from such anesthesiologists as Digby 
Leigh, Margery Deming, and R. M. Smith. 
The facts they have gleaned are being ap- 
plied to improve the condition of the child 
undergoing the so-called simple operation 
of tonsillectomy, as well as the gravely ill 
newborn, 

Undoubtedly, the most important addi- 
tion to our store of useful drugs in the last 
decade has been the group of muscle par- 
alyzers. Tubo curarine, dzcamethonium, 
and succiny! choline each act in a slightly 
different way, but each is capable of pro- 
ducing complete paralysis of voluntary 
musculature. They make possible extensive 
operations under light anesthesia. 


We now know that the theory once held 
that light anesthesia promoted shock from 
surgical trauma is not true and that an ex- 
cessively deep effect is in itself conducive 
to shock. 

The first application of curare as an aid 
in anesthesia was made by Dr. Harold 
Griffith in a hospital of but 125 beds. There 
is a lesson for us here in Delaware, where 
the population is small. New ideas do not 
require great masses of people for devel- 
opment. 

The patient paralyzed, or partly so, by 
these drugs needs skilled attention. His 
respiration must be maintained manualiy 
trequently with an endotracheal tube in 
place. Anesthetics must be given during 
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this, for the curare-like drugs have little 
or no narcotic effect. The physical signs 
associated with the effect of these other 
agents are masked requiring far closer 
attention to the small reactions that re- 
main as guides to depth. During recovery 
the patient must be observed for any signs 
of residual effect, for serious anoxia could 
result if he were left unattended. 

For the care of patients in the imme- 
diate postoperative period, three hospitals 
in Wilmington have recovery rooms. The 
nurses in charge are especially trained, 
and their work directed by the anesthesia 
departments. Thus, in a central location, 
skilled attention is given to several pa- 
tients at the same time, and respiratory or 
circulatory emergencies are handled 
promptly if they arise. 

This is one of the few instances in my 
experience where improved service has re- 
sulted in an economy for the hospital. 


It often falls to our lot to treat patients 
with narcotic drug poisoning. A recent 
drug of value in treating overdosage with 
morphine and related narcotics is N-allyl- 
Normorphine or Nalline. It is a morphine 
derivative without narcotic effect, having 
the apparent ability to nullify the effect of 
the more depressing narcotic. It is useless 
against any other group of hypnotics. 

Many of our hospitals have interneship 
programs. It is part of our obligation to 
see that these internes are given an op- 
portunity to learn something of the funda- 
mentals of anesthesia. They will be better 
physicians for it, and some state licensing 
boards require a certain amount of ex- 
perience in this field. 

There will be a continuing need in this 
state for trained men in this specialty, not 
only to supply new areas but to provide for 
expansion in departments already esta- 
blished. It is another part of our obliga- 
tion to provide this training. 

One hospital offers resident training in 
anesthesia. Training is also offered in two 
hospitals to selected candidates who wish 
to do the work on a part time basis. This 
latter form of postgraduate work is part 
of a program instituted several years ago 
by the American Society of Anesthesiol- 
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ogists. The Delaware Society is a com- 
ponent body of that organization. 

Partial specialization might be the solu- 
tion to the needs of some areas where the 
amount of surgery is very small. The pro- 
gram was established to meet this need. 
There have been three physicians who 
have availed themselves of this oppor- 
tunity so far. They have come from other 
states. 

Our third obligation is development or 
research. 

Since we have no physiologists or 
pharmacologists, we are not in on the 
ground floor in the fields that have sup- 
plied much of the new thought in anes- 
thesia over the years. Our interest, it 
seems, should be in application research, 
seeking out the best methods and agents 
for use in given patients or groups of pa- 
tients. The field for such development is 
very large. 

DISCUSSION 

Dr. C. L. MUNSON (Wilmington) : 
There is really very little that I can say in 
a discussion of a paper of this type. Those 
of us who do surgery in the various Wil- 
mington hospitals have had ample oppor- 
tunity in the past five or six years to see 
the present setup of anesthesiology as Dr. 
Sanders has outlined it to us. 

We know that we can feel sure of our 
patient and his condition regardless of the 
age or the general condition when he goes 
to the operating table, and we know that 
the administration of anesthesia and the 
administration of other drugs and fluids 
are certainly in capable hands. 

It has been my observation, and that of 
most of us, that the choices of our various 
anesthetists of the anesthetic to be used 
have always been good. We have found, 
without exception, that the surgeon who 
knows the past medical history of the pa- 
tient and can make some suggestions has 
always had those suggestions welcomed 
by the department of anesthesiology, and 
frequently our suggestion is accepted. 


There certainly seems to be consider- 
ably less strain during the surgery on the 
operator when he is abie to know that he 
doesn’t have to watch the anesthesia as 
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well as the operative field. Most of us know 
that not very many years ago the surgeon 
was frequently the one who noted a 
change in the condition of the patient be- 
fore it was called to our attention by the 
anesthetist, but now we can work with 
the knowledge that if anything happens 
at the upper end of the table, the anes- 
thetist will note it promptly and we will 
be notified of it promptly. 

As I say, it does take a good deal of 
strain off the surgeon working on the lower 
part of the patient. 

Advances in anesthesia have certainly 
been made available to us as rapidly as 
they have been brought out and evaluated, 
and I feel certain that we can depend upon 
our departments of anesthesiology to con- 
tinue to be progressive. 

I would like to pay a bit of tribute to 
the excellent work done in the post-opera- 
tive recovery rooms in the various hos- 
pitals. These rooms, which are set up and 
run and supervised by the department of 
anesthesiology, have very certainly done 
a tremendous service to the surgical staff 
as well as to the other departments of the 
hospital. Our patients are now returned 
to their rooms at a time when the danger 
of most immediate complication is over, 
and the patient does not represent too com- 
plicated a nursing problem on the floor. 

I don’t say that in any spirit of detract- 
ing from the nursing care that we get at 
our hospitals, but as you know we do have 
a shortage of nurses and if the floor has 
four or five immediate post-operatives 
coming down directly from the operating 
room, the nursing problem does become 
heavy. 

I think one of the advantages of the re- 
covery room which cannot be minimized 
is the lessened wear and tear on the 
families of the patients, who frequently 
had to sit around and listen to the yelling 
—and occasionally swearing—and thrash- 
ing around of a patient who was just com- 
ing out of anesthetic. At the present time 
these people come down from the opera- 
ting room adequately awake so that they 
can be of some help in handling their own 
post-operative state. 

Certainly we of the surgical group, and 
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I am sure the same applies to the other 
groups in the hospitals, have much to be 
grateful for to Dr. Sanders and his de- 
partment, and the department of anesthe- 
siology in other Wilmington hospitals. We 
have received excellent treatment from the 
anesthetic department. Our work is cer- 
tainly simplified, and we are now doing 
a great many cases that we felt a few 
years ago had to be tackled with a con- 
siderable amount of fear and trepidation. 

Dr. RICHARD E, ALLEN (Wilmington) : 
In opening my few remarks about Dr. 
Sanders’ paper, I should first like to point 
out something about the development of 
the equipment that he spoke of which has 
taken place over the last few years. 

We have been very fortunate, as a part 
of a specialty in Wilmington, to have had 
the new developments in endotracheal 
equipment which Dr. Sanders has been 
responsible for. This is particularly true 
in the field of infant endotracheal equip- 
ment, as well as the modifying of already 
existing equipment in other fields. His 
efforts and ingenuity have certainly been 
marvelous to all of us. 

Dr. Sanders has very well outlined the 
growth of anesthesiology in Delaware, and 
more particularly in Wilmington. As a 
result of the interest and support of the 
profession in this young and growing 
specialty, four years ago the Delaware 
Society of Anesthesiologists was founded. 
This association has afforded the group an 
opportunity for the exchange of ideas and 
the discussion of mutual problems, as well 
as invaluable help and advice on individual 
cases. 

This has been especially true in the de- 
velopment of anesthesiology for neuro, 
thoracic and plastic surgery, all of which 
has become a new part of the practice of 
medicine in Delaware in the past few 
years. 

I feel also that the training of internes 
in the basic fundamentals is extremely im- 
portant, whether they go into specialty 
training or into general practice. A work- 
ing knowledge of problems encountered at 
the head of the table cannot help but aid 
in the evaluation of future patients whom 
they must advise and care for. 

And in passing, it has been encouraging 
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to find so many of the recent graduates 
eager to learn something about anesthesia. 
It is hoped that we may have more oppor- 
tunity to help those in small institutions 
who are practicing part time anesthesia, 
either by consultation or by spending time 
in our various departments. 


Safe and adequate anesthesia need not 
be limited to those institutions having 
Board certified members. 


In closing, the present situation in 
anesthesiology will only continue to ex- 
pand and progress with the continued sup- 
port of the general practitioner, various 
allied specialties, and particularly the sur- 
geons. A considerable amount of writing 
in the lay press has focused the attention 
of many patients on anesthesia and 
anesthesiologists. A few moments of ex- 
planation by those who first come in con- 
tact with these patients can do much in 
aiding our subsequent care and safe con- 
duct through an individual critical period. 


Dr. E. R. MAYERBERG (Wilmington) : 
Dr. Sanders really brought modern 
anesthesia into the state of Delaware. 
These instruments he showed to you here 
he was too modest to tell you were his 
own. The laryngoscope is quite different 
from the other laryngoscopes. It is much 
easier to handle and gives you much better 
visibility of the larynx. 


You can see that in the type of work 
that I do, for instance, where you have 
the possibility of a large amount of blood 
going into the larynx, it is kept out of the 
larynx and trachea and bronchi by the 
endotracheal tube and balloon. That very 
fact prevents a lot of cases of atelectasis 
during and after operation. 

After operating for about 30 years with- 
out the benefit of this particular type of 
anesthesia, I can tell you that I do ap- 
preciate the fine anesthesia that we get 
in all of the hospitals in Wilmington. 

There is just a word of caution to Dr. 
Sanders and to other anesthesiologists. 
There is still room for the simple anes- 
thetic. 

So Dr. Sanders, I say to you teach all 
of your students to give the simple ether 
anesthesia. For instance, in a child three 
or four years old, the simple ether anesthe- 
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sia, with oxygen used with it, is adminis- 
tered by means of a little tube set up to 
furnish oxygen during the operation, and 
with modern aspiration apparatus and the 
short period of time that is required to 
do those cases, we can do them quite suc- 
cessfully with the simple thing, without 
the need of the complicated intravenous 
and endotracheal tube. 

Dr. SANDERS: Thank you, Dr. Mayer- 
berg, for your very sound advice. 

You certainly have a point in that cases 
should be individualized. Some of our 
people have come from places where 
endotracheal is routine in tonsillectomy, 
and it bothers them terribly to have blood 
bubbling back and forth in the larynx. 
But we know that there are times when 
you can get by perfectly well with ether. 

I should like to repeat our offer, that 
our facilities here are open to those per- 
sons who seriously desire to gain more 
knowledge in this field. 


GASTRO-COLIC FISTULA WITH 
COMPLETE OBSTRUCTION 
Case Report 
HAROLD §S. RAFAL, M. D., 
and 
PAUL A. SHAW, M. D.,** 
Wilmington, Del. 

In the reports of gastro-colic and 
gastro-jejuno-colic fistula which appear in 
the medical literature, the prominence of 
diarrhea as a symptom is repeatedly em- 
phasized. Recently, a case of gastro-colic 
fistula was encountered in which complete 
constipation, rather than diarrhea, was 
one of the most striking symptoms. 

The purpose of this paper is three-fold: 

(1) to report this case of gastro-colic 
fistula with complete obstruction, 

(2) to attempt to explain this phe- 
nomenon, 

(3) to suggest that gastro-colic fistula 
accompanied by constipation is strongly 
suggestive that malignancy is the cause 
of the fistula. 

CASE REPORT 

Memorial Hospital case record #+100607- 

E.P.C., a 28 year old white male was ad- 


Attending Surgeon, Memorial Hospital. 


**Director, Department of Roentgenology, Memorial Hos- 
pital. 
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mitted to the Memorial Hospital on April 
14, 1953 with the chief complaint of daily 
nausea and vomiting of about 2 months 
duration. 

In August, 1952, the patient began to 
complain of “gas pains” with pressure and 
“soreness” over lower right anterior chest 
wall. An x-ray of the chest revealed no 
pathology and his right lower ribs were 
strapped with adhesive tape. The gas 
pains persisted however, and were a daily 
occurrence. He also noticed “gagging” 
with the gas pains but he experienced no 
true nausea nor did he vomit. 


An upper gastro-intestinal x-ray study 
was performed in November, 1952, at 
which time “an abnormality of the greater 
curvature of the stomach was noted and 
a suspicion of a malignant lesion was 
entertained.” Re-examination was_ re- 
quested by the roentgenologist but the pa- 
tient did not return for this examination. 
He was given an ulcer diet and received 
antacid and anti-spasmodic medication. 
He stated that on this regime his symp- 
toms completely subsided and that he “felt 
A #1.” 

Early in February, 1953, after eating 
a large meal, he experienced vague ab- 
dominal discomfort followed by nausea 
and vomiting. From this time until ad- 
mission to the hospital, nausea and vomit- 
ing occurred daily. Gas pains recurred, 
and persisted for a few days, after which 
they disappeared. Approximately one 
month after the onset of daily nausea and 
vomiting, a change in bowel habit pattern 
was noted. Though daily stools occurred, 
they were small, broken-up, and accom- 
panied by much straining and a sense of 
incomplete evacuation. On March 31, 1953 
complete cessation of bowel evacuation per 
rectum occurred which was unrelieved un- 
til after operation. No diarrhea was noted 
ut any time. Careful, repeated questioning 
did not elicit a history of tarry or bloody 
stools. It is estimated that approximately 
twenty pounds in weight were lost in two 
and one-half months. 

The patient did not volunteer the history 
of feculent vomiting or belching. On di- 
rect questioning however, it was specific- 
ally recalled that fecal vomiting had been 
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present for four or five days, and feculent intestine. It is pretty evenly distributed 


belching for eight or nine days preceding 
admission to the hospital. 

Systemic review was non-contributory. 

Physical examination revealed a well- 
developed, malnourished white male, pale 
and very weak, appearing chronically ill. 
On admission his temperature was 98.6F, 
pulse 90/min, respirations 20/min. and 
B/P 118/76. Examination of the head 
and neck was negative except for a 
sebaceous cyst at the ramus of the right 
mandible. The tongue was coated. The 
chest was negative to physical examina- 
tion. 

Abdominal examination revealed the 
scars of previous bilateral hernior- 
rhaphies. The abdomen was only slightly 
full. Hyperperistalsis was audible with- 
out the aid of a stethoscope. There was 
no abdominal pain or tenderness. No 
masses were palpable. Rectal examina- 
tion was negative. There was no stool 
present in the rectal ampulla. 

An upper gastro-intestinal x-ray study 
on April 16, 1953 was reported as follows: 
“The esophagus was normal. The stomach 
shows evidence of moderately severe gas- 
tritis. The duodenal cap shows evidence 
of ulceration. An ulcer crater is clearly 
visible in this cap. Gastric emptying was 
adequate. Small intestinal patterns show 
evidence of rapid passage of barium 
through the small intestine indicating 
some irritability.” 

The following day a barium enema x-ray 
examination was attempted and reported 
as follows: 

“Twenty-four hours after the upper G.I. 
examination the ertire small iniestine is 
filled with barium. This is a distinctly 
abnormal situation and suggests partial 
intestinal obstruction. We were unable to 
fill the colon completely. A possible colon 
lesion was suspected in the hepatic flexure, 
although the condition of the small intes- 
tine prevented adequate colon filling. A 
48 hour film will be taken on this patient 
and a further report will be made.” 

A flat film of the abdomen, taken the 
following day revealed that “48 hours 
after the administration of oral barium, 
barium is scattered throughout the small 


throughout a moderately dilated small in- 
testine. Partial obstruction of the small 
intestine in its distal zone is suggested by 
these findings.” It was also noted that 


hrs. 
after 


FIG. | 


Stomach, small intestine and part of colon filled by 
oral barium in 3 2 hours. 


the stomach had refilled with barium at 
the time of this examination. 

Two days later, on April 20, 1953, sur- 
gical consultation was requested. A Can- 
tor tube was passed. Approximately 24 
hours after passage of the tube, x-ray 
examination revealed that the small intes- 
tine was cleared of barium. 

A repeat barium enema showed “an ob- 
structing lesion of the left transverse colon 
with a gastro-colic fistula on the proximal 
side of the obstruction. I am unable to 
determine whether this patient has a pri- 
mary gastric or primary colic malig- 
nancy.” 

X-RAY COMMENTARY 

The first x-ray examination on this in- 
dividual was made with oral barium. A 
duodenal ulcer was found. A film taken 
3% hours after the administration of bar- 
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APRESOLINE REDUCES DIASTOLIC PRESSURE 


Diastolic pressure reduced to level 


NO L¥Od3u 


considered normal in one-quarter and to 

110 mm. Hg or less in one-third of 97 
patients receiving oral Apresoline for periods 
ranging from 3 months to 1 year or longer;? 


hypertension in which neurogenic or 


psychogenic mechanisms predominated 
most improved; patients with severe as well - 
as moderate hypertension benefited. 


APRESOLINE LESSENS RETINAL ] 
ARTERIOLAR CONSTRICTION, 
RETINAL HEMORRHAGES* 

Lessening of retinal arteriolar constriction; 
| disappearance of retinal hemorrhages; 
remittance of hypertensive headaches, 
giddiness, paresthesias, transient pareses, 
and encephalopathies; some 

evidence of improved mental alacrity. 


APRESOLINE INCREASES RENAL BLOOD FLOW 


Renal improvement less marked than cerebral improvement, but renal blood flow 
and filtration rate increased and hematuria and proteinuria remitted in some 
cases; hypertensive heart disease little improved and, in some cases, worsened. 
Side Effects: Side effects “minor, transient, or remediable’’ in most cases. 
Headache, gastrointestinal upset, periorbital and ankle edema, and a “‘grippe-like 
syndrome”—involving malaise and muscle and joint pain (see note )—observed. 


Apresoline 


NOTE: Appearance of arthritis-like symptoms during Apresoline therapy is an indication for cessation of treatment. 
Experience has shown that the phenomenon remits spontaneously on withdrawal of the drug. These symp- 
toms are not likely to occur in patients who receive a daily dose of 400 mg. or less. 


FOR COMPLETE INFORMATION on Apresoline ask your CIBA representative or write Medical Service Division, 
CIBA Pharmaceutical Products, Inc., Summit, N. J. SUPPLIED: Apresoline hydrochloride (hydralazine 
hydrochloride c1BA) 10-mg. tablets (yellow, double-scored), 25-mg. tablets (blue, coated), and 50-mg. 
tablets (pink, coated) in bottles of 100, 500, and 1000; 100-mg. tablets (orange, coated) in bottles of 
100 and 1000. 

1. TAYLOR, ®. 0., OUSTAN, H. P., CORCORAN, A. C., AND PAGE, |. H.t ARCH. INT. MED, 90:734 (DEC.) 1952. 


#THE NORMAL FUNDUS (RIGHT) AS COMPARED WITH THE FUNDUS IN HYPERTENSION SHOWING EDEMA, EXUDATES, AND HEMORRHAGES (LEFT); 
ILLUSTRATIONS FROM ‘THE FUNDUS OF THE EYE’’: BEDELL, A. J.: CIBA CLINICAL SYMPOSIA 4:135 (JULY) 1952. THESE ILLUSTRATIONS ARE 
FOR DEMONSTRATION PURPOSES ONLY ANDO DO NOT REPRESENT APRESOLINE-TREATED PATIENTS. 
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ALLEVIATES HAY FEVER, OTHER RESPIRATORY ALLERGIES 


The above photos show a case of allergic rhinitis before and 
after Pyribenzamine therapy. Many such cases have been 
reported in the literature. A few examples: Loveless and Dworin! 
found Pyribenzamine beneficial in 82% of 107 patients; 
Feinberg? noted relief in 82% of 254 cases; Gay and associates*® 
in 76% of 51 cases; Arbesman and colleagues‘ in 84% of 

106 cases. In a later study Arbesman® rated Pyribenzamine one 
of ‘the most effective of all the drugs studied in allergic 
rhinitis... .” Side effects: It has been stated that “undesirable 
symptoms from the use of 50 to 100 mg. doses of Pyribenzamine 
were rarely of sufficient severity to interfere with its use.’" 
Drowsiness, nausea, epigastric distress, vertigo and 

other side effects—rarely severe—may occur in some patients. 


CONTROLS PENICILLIN REACTIONS 

Pyribenzamine has been used successfully to control 

penicillin reactions—especially urticaria and itching. For example, 
Kesten? found that oral Pyribenzamine relieved or 

suppressed post-penicillin urticaria in 16 of 18 cases; she termed 
it ‘a most useful agent in allergic symptoms 

which follow the administration of antitoxin or penicillin.” 


RELIEVES ALLERGIC DERMATOSES 


Foster® reported good results with oral Pyribenzamine in 
patients with various allergic dermatoses. In another study® of 
241 such patients, Pyribenzamine was found effective. 
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PUBLISHED CLINICAL STUDIES 
SHOW THOUSANDS OF 
ALLERGIC PATIENTS 
RELIEVED BY 


PYRIBENZAMINE HYDROCHLORIDE (TRIPELENNAMINE HYDROCHLORIDE CIiBA) 
PYRIBENZAMINE CITRATE (TRIPELENNAMINE CITRATE CIBA) 


Pyribenzamine 


Pyribenzamine 2)-mg. 
tablets now avatlable— 
Jor children and for adults 
who can be maintained 

on low dosage or 


who experience side effects 


a 


from the usual dosage 


of antibistamines 


Supplied: Pytibenzamine hydrochloride 25-mg. 

and 50-mg. tablets; Pyribenzamine Elixir, 30 mg. 
Pyribenzamine citrate (equivalent to 20 mg. 
tripelennamine hydrochloride) per 4-ml. teaspoonful; 
Pyribenzamine hydrochloride solution (for , 
parenteral use), 25 mg. per ml., in 1-ml. ampuls. 
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For complete information on Pyribenzamine ask 
your CIBA representative or write Medical Service Division, 
CIBA Pharmaceutical Products, inc., Summit, N. J. 
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INCREASES PERIPHERAL BLOOD FLOW: 

Priscoline reported to be a valuable aid to conventional 
therapy in peripheral ischemia and its sequclac— 

pain, loss of function, ulceration, gangrene, other trophic 
manifestations; Priscoline most effective when vasospasm 
is prominent but may prove limb-saving even when 
vasospasm is minimal because it decreases vascular tone, 


promotes establishment of collateral circulation. 


MULTIPLE ACTION: 


Priscoline exerts direct vasodilating effect on vessel 
wall, blocks sympathetic nerves (probably at their 
terminations in vascular muscle), blocks vasoconstrictive 
action of circulating epinephrine-like substances. 


Side Effects: Certain side effects of 
Priscoline—"‘crawling’’ cutaneous sensation, 
chilliness with resultant gooseflesh 


or feeling of warmth—indicate attainment AGE 75. Arteriosclerotic 
of effective dosage level; occasionally ulceration with erysipsteld 
ee reaction and marked inflam- 
tachycardia, tingling, nausea mation; after administration 
. of oral Priscoline, 25 mg. 
and epigastric distress, slight hypotensive 
effect or slight rise in blood pressure week—increased thereafter to 
; 50 mg. four times daily— 
may be experienced, there is steady improvement, 


healing in eight weeks. 
No other medication used. 


FOR COMPLETE INFORMATION on Priscoline ask your CIBA representative 
or write Medical Service Division, CIBA Pharmaceutical Products, Inc., 
Summit, N, J. SUPPLIER: Priscoline hydrochloride (tolazoline hydrochloride 
CIBA) is available as 25-mg. tablets (scored), bottles of 100 and 1000; 

elixir, 25 mg. per 4 ml., in pints; 10-ml. multiple-dose vials, 25 mg. per ml. 


Photographs and accompanying clinical data by courtesy of R. |. Lowenberg, M.D., 
Consultant in Vascular Surgery, Connecticut State Hospital, Middletown, Connecticut. 


AGE 68. Arteriosclerosis 
obliterans cellulitis; sluggish 
response to saline dressings 
and procaine penicillin 
300,000 units daily; healing 
speeded by oral Priscoline, 
25 mg. four times daily 

for one week, 25 mg. every 
three hours thereafter; 

a/ 7207 healing within six weeks. 
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ium gave the first important finding. Bar- 
ium was still present in the stomach; the 
small intestine was filled with barium mix- 
ed with intestinal contents and about two- 
thirds of the colon was filled with barium. 


FIG. 2 
Identical pattern as in plzte No. | in 48 hours. 


This film was considered distinctly ab- 
normal, with a strong indication of in- 
testinal obstruction. It was considered 
that the stomach had not completely 
emptied. 

Without any further administration of 
barium, the case was followed with serial 
abdominal films. Fig. 1 represents the 
appearance 314 hours after administration 
of oral barium. Fig. 2 is the appearance 
48 hours after oral barium. At this time 
it was quite evident that the stomach was 
refilling from the colon, indicating the 
presence of a gastro-colic fistula. A bar- 
ium enema was attempted in the presence 
of the barium-filled intestinal tract. It 
was unsuccessful in revealing the pattern 
of the pathologic change. 


The disseminated barium in the GI tract 
was then removed by a gastric tube and 
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a barium enema was repeated. In Fig. 3 
a carcinoma of the left transverse colon 
with a gastro-colic fistula immediately 
proximal to it is demonstrated. In retro- 
spect, it is evident that Figs. 1 and 2 are 


Barium enema showing cancer of left transverse colon 
and gastrocolic fistula. 
identical in significance. Reflux filling ap- 
parently occurred both times. 
LABORATORY DATA 
Hb. 13 gms.; RBC 4.15 million; WBC 
13,100, 71% segmented neutrophiles, 4% 
non-segmented neutrophiles, 25% lymph- 
ocytes; hematocrit 53% ; plasma CO, 44.7 
vol. %; plasma chlorides 445 mgm %; 
serum sodium 130.5 m Eq./1; serum po- 
tassium 6 to 7 m Eq./1; B.U.N. 14 mgm %. 
After 3 days of intensive intravenous 
therapy, laboratory studies revealed RBC 
5.35; Hb. 15gms.; hematocrit 52.5% ; 71.1 
vol. % CO, plasma; plasma chlorides 545 
mgm %; serum sodium 135m. Eq./1; 
serum potassium 3.7m. Eq./1. 
COURSE 
While it was apparent that restoration 
of electrolyte and water balance was far 
from perfect, the decision was made to 
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operate without attempting further im- 
provement. It was reasoned that though 
better laboratory readings might be ob- 
tained by further intravenous therapy, 
protein and other nutritional deficits 
would only become worse. In other words, 
“a better looking chart would be obtained 
at the cost of a poorer looking patient.” 


Operation was performed on April 23, 
1953. The pre-operative diagnosis was 
“Gastro-colic fistula: probable etiology, 
carcinoma of transverse colon.” 

OPERATIVE FINDINGS 

There was no evidence of a Blumer’s 
shelf in the pelvis. No seedlings of car- 
cinoma was noted on the omentum, trans- 
verse mesocolon or other abdominal vis- 
cera. The spleen was normal in size. Both 
kidneys were normal to palpation. No 
evidence of hepatic metastases was found. 
The stomach, the entire colon up to the 
point of obstruction, and the entire small 
bowel were indurated, thickened and 
edematous. There were numerous lymph 
nodes present in the transverse mesocolon 
and throughout the _ gastro-colic and 
gastro-hepatic omentum. Enlarged nodes 
were also found in the mesentery of the 
entire small intestine. It was the impres- 
sion of the surgical team that these nodes 
had the characteristics of reactive hyper- 
plasia rather than neoplastic invasion. 
There was disparity in the caliber of the 
colon proximal and distal to the site of 
the colon carcinoma. 

The lesion itself completely encircled 
the transversecolon well to the left of its 
midportion. It had invaded the posterior 
stomach wall about an inch and one-half 
proximal to the midpoint of the greater 
curvature to form a fistulous tract. 

No definite duodenal ulcer was found 
but it may have been distal to the line of 
duodenal transection. No time was spent 
in searching for it. 

At operation, a sub-total gastric resec- 
tion combined with resection of almost all 
of the transverse colon was performed. 
The specimen consisted of the distal two- 
thirds of the stomach, the transverse colon, 
the greater omentum, most of the lesser 
omentum and that portion of the trans- 
verse mesocolon which was rendered pulse- 
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less by ligation of the middle colic artery 
well-down near the posterior abdominal 
wall. The excision was done en bloc. 
Restitution of continuity of the gastro- 
intestinal tract was effected by closure 
of the duodenal stump, von Hofmeister 
gastro-jejunostomy and end-to-end colo- 
colostomy after mobilization of the splenic 
flexure and the descending colon. 


PATHOLOGICAL REPORT 


Gross: (A) This specimen consists of 
a lymph node measuring 0.5 cm. in length 
and which is said to be a node taken at 
the point where the middle colic vessels 
were ligated. 


(B) This specimen consists of a lymph 
node measuring 1.5 cm. in length which 
is said to be a lymph node from the lesser 
curvature of the stomach, being at the 
highest point of the dissection. 


(C) This specimen consists of a resected 
sleeve of stomach measuring 24 cm. in 
length, to which is attached a section of 
the transverse colon measuring 22 cm. in 
length. A neoplastic lesion is present 
which has resulted in the midpoint of the 
section of colon being adherent to the 
anterior wall of the stomach just anterior 
to the lesser curvature. The lumen of the 
stomach and of the transverse colon are 
connected by a fistulous tract. The 
diameter of the ulcer, both in the stomach 
and in the bowel, measures 5 cm. in 
diameter. The edges of the ulcer are 
raised and rolling in appearance and the 
surrounding tissues show induration. Ex- 
amination of the tissues about the stomach 
and the colon, including the mesocolon and 
the greater omentum, show the presence 
of innumerable lymph nodes. 


Microscopic: (A & B) Histological ex- 
amination reveals lymphoid tissue show- 
ing sinus catarrh, but no evidence of me- 
tastic tumor. 


(C) Histological examination shows the 
tumor noted in the gross to consist of a 
typical columnar epithelial cells originat- 
ing in the colonic mucosa and showing 
some attempt at acinar formation. This 
tumor tissue infiltrates the stomach. None 
of the lymph nodes in the gross show any 
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evidence of metastatic tumor, although 
they show very well marked sinus catarrh. 

Diagnosis: Adenocarcinoma of colon, 
infiltrating stomach. 

POST-OPERATIVE COURSE 

The post-operative course was stormy, 
being complicated by a left sub-hepatic 
space abscess and thrombo-embolic dis- 
ease. The abscess drained spontaneously 
and adequately through the drainage tract 
afforded by the drain inserted at the time 
of operation. The thrombo-embolic dis- 
ease was apparently satisfactorily man- 
aged by the administration of anti-coagu- 
lants drugs. However, after discharge, 
recurrent chest pain required readmission 
for bilateral superficial femoral vein liga- 
tion. 

When last seen during an office visit on 
10-12-53, his incision was perfectly healed 
and he had gained 25 pounds in weight 
since discharge from the hospital. 

At the time of writing he was reported 
as being in good health. 

COMMENT 

In a review of the literature, the case 
reports of 191 cases of gastro-colic or 
gastro-jejuno-colic fistula, contained in 24 
papers, was personally read by one of us. 
In only 3 of the 191 cases reported, was 
constipation specifically stated as having 
been present. All three fistulas were 
malignant in origin. 

The old concept that the diarrhea is 
caused by dumping of gastric contents di- 
rectly into the colon has been disproved as 
being a significant factor in most in- 
stances. The observations of Bolton and 
Totter, Pfeiffer and Kent, and Kiskaddon, 
Templeton and Renshaw, etc., indicate 
that the mechanism of the diarrhea is as 
follows: Feces enter the stomach or the 
small intestine from the colon. The irri- 
tative character of the feces stimulate hy- 
perperistalsis and hypermotility of the 
small intestine with consequent rapid 
transport of contents through the small 
bowel. This causes deficient digestion and 
absorption of food in the small intestine 
which explains the usual weight loss, 
avitaminoses, dehydration, anemia, elec- 
trolyte depletion etc. 

In those fistulas accompanied by colon 
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obstruction, (which apparently are usual- 
ly due to colon cancer which has eroded 
into the stomach) the basic pathologic 
physiology is presumably essentially the 
same. The clinical difference is that the 
colon obstruction prevents the appearance 
of numerous liquid stools. In such cases, 
we hypothesize the following sequence of 
events: The “diarrheal” fecal current, 
after traversing the small bowel, enters 
and advances along the colon until its fur- 
ther progress is blocked by the colon ob- 
struction. Taking the path of least resist- 
ance, it enters the stomach through the 
fistulous tract. It is either expelled from 
the stomach by vomiting or passes through 
the pylorus to repeat its hurried journey 
through the intestine until it once again 
impinges upon the obstruction, after 
which the circuit is again repeated i.e. “a 
vicious cycle.” 

We believe that the operative and x-ray 
finding substantiate this hypothesis. 

SUMMARY 

(1) <A case report of gastro-colic fis- 
tula resulting from an obstructing car- 
cinoma of the transverse colon is pre- 
sented in which complete obstruction was 
one of the presenting symptoms. 

(2) <A probable mechanism of this un- 
usual manifestation is proposed. 

(3) It is suggested that if constipation 
is a prominent symptom in a case of gas- 
tro-colic fistula, the probability of malig- 
nancy as the cause be considered. 


CONSERVATIVE MANAGEMENT 
OF COMBINED TUBULAR 
NECROSIS-ANURIA* 
RICHARD A, NEUBAUER, M.D.,** 
Wilmington, Del. 

Necrosis of the proximal and distal 
tubules of the kidney resulting in acute 
urinary suppression is a syndrome seen 
frequently in the general hospital, Etiology 
of this process is manifold as it may fol- 
low transurethral resection for prostatic 
hypertrophy, shock, muscle ischemia, 
crush injuries, utero-placental disruption, 


*This work was supported by a grant from the National 

Heart Institute and funds made available by the Board 

of Directors of the Memorial Hospital. Subsidiary fu 
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** Executive Director, Department of Medical Research, 
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blackwater fever, abortion, severe alco- 
holism, alkalosis, thermal burns, muscle 
injury from electrical current, heat stroke, 
sulfonamide sensitivity, after delivery, 
poisonous agents, notoriously carbon tetra- 
chloride and bichloride of mercury, and in- 
compatible blood transfusions. Regardless 
of the precipitating cause, the clinical pic- 
ture of a decreasing urinary output, with 
subsequent complications, is identical. The 
micro-pathology of this syndrome has re- 
cently been beautifully described by Jean 
Oliver. 

An understanding of some of the kasic 
pathological physiological changes is of im- 
portance in directing treatment cf such a 
patient. When properly managed even with 
only conservative measures, the large ma- 
jority of these cases who have no previous 
intrinsic kidney pathology should make 
an uneventful recovery. It can not be over- 
stressed that fluids must not be pushed in 
these cases in an attempt to “open up the 
kidneys.” Since the necrosis of the tubules 
will eventually disappear and regeneration 
will take place, therapy must be directed at 
maintaining the best internal chemical en- 
vironment in the body under the circum- 
stances. With the suppression of urinary 
function waste products of protein metabo- 
lism will necessarily accumulate in the 
blood stream. These products may be re- 
flected in non-protein nitrogen, blood urea 
nitrogen, potassium, sulfates, phosphates, 
and other products of body catabolism. 
Progressive ketosis and acidosis will also 
ensue. 

It has been shown that 100 gm. of glu- 
cose will induce a protein-sparing action of 
about 50% in a fasting 70 kg. man. Strauss 
has calculated that a 70 kg. man without 
kidney function whose insensible water 
losses were replaced while receiving 100 
gm. of giucose a day would have a rise in 
blood non-protein nitrogen of 12 mgm% 
daily. Serum potassium would rise 0.34 
mEq/L, sulfates 1.86 mEq/L, and phos- 
phates 1.66 mEq/L. He pointed out that 
since some phosphates may be stored in 
tissues and bone the serum phosphate level 
would rise at a slower rate. 


As to water loss, it has been e:timated 
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that about 1000 cc. would be lost daily 
through the lungs and skin. With the 
breakdown of body protein and the burn- 
ing of body fat preformed water and water 
of oxidation would amount to 470 cc. daily. 
Therefore a deficit of 530 cc. of water 
would remain. This excludes vomiting and 
profuse sweating. It may be seen, there- 
fore, that if no water or glucose were given 
a marked uremia and acidosis would re- 
sult. It is, therefore, clear that water re- 
quirements must be met and the maximum 
protein sparing action from glucose 
elicited. Isotonic electrolyte solutions 
would probably cause a secondary cellular 
dehydration. The use of electrolyte solu- 
tions will be discussed under treatment. 


CLINICAL COURSE AND TREATMENT 

Muirhead and Hill have classified this 
syndrome into three phases: (1) the 
period of shock (2) the period of anuria; 
and (3) the period of diuresis. 

(1) Period of Shock—Even though 
shock may be precipitated by incompatible 
blood transfusions the arterial pressure 
must be raised by carefully typed blood, 
plasma or norepinephrine. This is of im- 
portance to restoring the blood flow to the 
kidney in order to combat the period of 
renal ischemia. When the shock is due to 
incompatible blood, 10 units of ACTH 
should be added to each subsequent pint in 
the restoration of arterial pressure. Once 
the shock has been overcome, even though 
a complete shutdown may be impending, 
1000 ce. of 10% invert sugar with 10-20 
units of ACTH should be given intra- 
venously. It has been our procedure to ad- 
minister between 20-30 units of ACTH im- 
mediately following incompatible blood 
and 50 mgm. cortisone q. 4 hr. x 6. In 
transfusion reaction the value of an alka- 
line medium has been long recognized. 
Therefore, after the blood pressure has 
been restored these patients should receive 
120-160 cc. of one molar sodium lactate in- 
travenously slowly. 

(2) Period of Anuria—During the first 
few days of acute urinary suppression, 
these patients may be maintained orally 
since tissue breakdown will not usually 
produce nausea, uremia, and acidosis that 
soon. During these first several days the 
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patient is maintained on a high caloric salt 
free intake. The diet consists of mashed 
potatoes, salt free toast and butter, jelly, 
and hard candies. Borst has advocated the 
use of 200 gm. of butter and 200 gm. of 
sugar mixed with flour and flavored with 
coffee which are prepared in small balls 
and kept on ice. Total fluids are limited 
during this period to a maximum of 500- 
700 cc. per 24 hour period. These fluids 
consist of water, coke syrup, ginger ale, 
and tea with sugar. Should nausea and 
vomiting ensue after several days Strauss’ 
recommendation of 750 cc. of 15% glucose 
in water should be given intravenously 
daily. It is questionable whether or not a 
femoral catheter should be inserted and a 
slow continuous drip of 50% glucose in 
water in the same quantities be admin- 
istered. The above outline has been used 
for uncomplicated cases. Since the period 
of anuria may last from 7 to 21 days, cer- 
tain complications must be anticipated. 

(a) Nausea and vomiting. If vomiting is 
profuse this must be measured and should 
be analysed for sodium, potassium, and 
chloride. The vomitus should be replaced 
in equal quantities as isotonic sodium 
chloride. Potassium should not be given 
since this presents a serious hazard and a 
percentage of these patients die of endo- 
genous potassium intoxication. 

(b) Acidosis. Acidosis must be antici- 
pated and no attempt should be made to 
correct this unless respiratory symptoms 
are severe. Recently it has been our policy 
to administer orally 40 cc. of one molar 
sodium lactate four times daily for the 
first two days of urinary suppression. Fur- 
ther sodium is not given because of the 
risk of pulmonary edema. It is our impres- 
sion that the administration of lactate 
serves as a reservoir to prevent impend- 
ing acidosis. It appears that lactate is not 
rapidly converted to bicarbonate without 
urinary excretion and remains to liberate 
bicarbonate slowly. This has been mani- 
fested in several cases of anuria lasting 
seven days who have shown nitrogen re- 
tention but no marked fall in the CU, com- 
bining powor. Although this is experi- 
mental in origin this approach appears to 
have merit. 
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(c) Endogenous potassium intoxica- 
tion. As body protein is broken down po- 
tassium is liberated into the extra-cellular 
fluid. It is known that infection may ac- 
cclerate the rate of protein breakdown and 
this complication may arise within a mat- 
ter of several days to 14 days. The serum 
potassium level may become alarmingly 
high with resultant cardiac standstill. Po- 
tassium intoxication should be treated en- 
ergetically when this value reaches 6 
mEq/L even though diuresis may be an- 
ticipated within a matter of days. The first 
measure in management of this complica- 
tion is the addition of 4-6 gm. of calcium 
gluconate and 15 units regular insulin to 
the daily intravenous infusion. Carboxylic 
cation exchange resins without added po- 
tassium are also extremely valuable, but 
usually not well tolerated orally by the 
time potassium intoxication becomes a 
problem. They may be administered 
through a Levine tube in the dosage of 15- 
20 gm. t.i.d. or, preferably, as recommend- 
ed by Elkinton by way of high colonic 
enemeta. Our policy has been to first give 
a high colonic cleansing enema and then to 
instill 25-40 gm. of a 10% aqueous sus- 
pension of resin into the colon. This is al- 
lowed to remain for four hours and re- 
peated enemas are done until the returns 
are clear. This is repeated as frequently as 
is necessary. Should these measures not 
control potassium intoxication artificial 
dialysis including peritoneal lavage, je- 
junal lavage, colonic irrigation or the arti- 
ficial kidney should be seriously consid- 
ered. 

(d) Convulsions. Should anuria be pro- 
longed the toxic results may eventually 
produce generalized convulsions. These 
usually do not occur until late and should 
be treated with intramuscular or intra- 
venous magnesium sulfate. It has been our 
policy to begin one gram of 50% mag- 
nesium sulfate intramuscularly every 12 


hours with the first signs of centre! nes v- 
ous system irritatiuns as manifested by 


ueuro-muscular irritability. Since convul- 
sions accelerate the rate of protein catabo- 
lism and put a tremendous stress on the 
cardiovascular system, intravenous amy- 
tal may even be required. Should these 
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measures not be sufficient, again dialysis, 
if not too late, may be helpful. 

(e) Acute pulmonary edema. It is 
known the peripheral edema in the man- 
agement of anuria results only when im- 
proper and excess fluids have been admin- 
istered. Pulmonary edema may result later 
in anuria probably due to toxic effects on 
the myocardium. This must be anticipated 
following convulsions and should be treat- 
ed promptly and energetically with the use 
of intravenous rapidly acting digitalis 
preparations (our choice has been cedi- 
lanid—.4 to 1.2 mgm. intravenously), with 
subsequent doses as needed. Positive pres- 
sure oxygen with alcohol is also part of 
our regime. Pulmonary edema must be 
treated, since the patient may still recover. 
In general, these are the most commonly 
seen complications during the phase of 
anuria. 

(3) Period of Diuresis. With the cessa- 
tion of urinary suppression, a rapid rise in 
the urinary output may be observed. When 
this reaches 1000 cc. per 24 hours the 
phase of diuresis has been reached. At this 
point the urinary output may rise to 5000- 
6000 cc. daily and continue for usually 
several days, but may extend for weeks. It 
is believed that this represents the healing 
process in the tubules, but the ability to 
select proper amounts of water and elec- 
trolytes for reabsorption has not been re- 
stored. Therefore, one may not rest as- 
sured that the patient is well because he is 
voiding freely. Dehydration and electro- 
lyte disturbances may become severe dur- 
ing this time. Our management of patients 
reaching this phase consists of continuing 
daily measurement of the urinary volume 
and total excretion of sodium, potassium, 
and chloride. These electrolytes are re- 
placed daily intravenously or in the dict. 
It has been of interest that, during this 
phase of the diuresis, several of these 
patients have excreted a hypotonic urine 
fur sodinm and chloride pointing out the 
possibility of a POSSIvie oveess water ad- 
ministration during the period of anuria. 
This is of interest since no patient excret- 
ing a hypotonic urine received over 1000 
ce. of fluid daily. During this phase our 
patients have been given 500-1000 cc. of 
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fluid over and above the urinary output 
and have required at least 6 or 7 grams of 
salt added to the diet. During this time we 
have also given 40-80 cc. of one molar 
sodium lactate orally daily. The serum 
sodium, potassium CO,, and _ chloride 
which were measured daily, or every other 
day, during the phase of anuria, are still 
measured during this phase, and occasion- 
ally added potassium may be necessary. 
When food is tolerated, the protein intake 
is limited to 20 gm. daily until formed 
elements clear from the urine (albuminu- 
ria may persist). At that time the protein 
intake of diet is increased to 60-80 gm. 
Anemia developed during the course of the 
disease is treated conservatively, and blood 
transfusions have not been necessary in 
our hands. When the urinary output drops 
back to 1500-2000 cc. daily, the patient is 
usually ready for discharge. The patient 
is gotten out of bed after 7 or 10 days of 
the phase of diuresis. Since this disease 
syndrome exerts a profound effect on the 
body, these patients are watched cautious- 
ly for infection and several have received 
prophylactic penicillin. 

Artificial dialysis may produce excellent 
results in the management of anuria, but 
it appears that a number of the uncompli- 
cated cases may be managed satisfactorily 
in a conservative manner. It is of im- 
portance to be cognizant of this treatment 
since this syndrome occurs frequently in 
small general hospitals where dialystic 
measures may not be available. 

SUM MARY 

1) Some pathological-physiological con- 
siderations following acute urinary sup- 
pression have been reversed. 

2) Conservative management of this 
syndrome and its complications have been 
discussed. 

Acknowledgement is made to the physi- 
cians in Wilmington who cooperated in the 
treatment of these patients. The technical 
assistance of Miss Elizabeth Garrigues 
and Miss Ann Dovel is gratefully acknow]l- 
edged. 
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PNEUMOTHORAX 
A Complication of Neck Surgery 
STANLEY VERBIT, M. D., 
and 
ROBERT FRELICK, M. D.,* 
Wilmington, Del. 

Mediastinal emphysema followed by 
tension pneumothorax is an infrequent but 
serious complication of head and neck 
surgery. The recent occurrence of two 
cases on the surgical service, following 
thyroidectomy and tracheostomy respec- 
tively, prompts a re-emphasis of the need 
for early recognition of this complication. 

Case 1. This was a 55 year old woman 
who complained of a progressive wheeze 
and cough for the year preceding admis- 
sion. She had a known non-toxic goitre for 
20 years which had increased in size in the 
last two years. She had no signs or symp- 
toms of hyperthyroidism or of cardiovas- 
cular disease. 

Examination revealed a smooth, diffuse, 
enlarged thyroid which extended substern- 
ally. Breath sounds were normal through- 
out the chest. Cardiac findings were nor- 
mal, with a blood pressure of 150/90 and 
a pulse of 80. 

Routine laboratory tests were within 
normal limits. A barium-filled esophagus 
was displaced backward and slightly to 
the right by a large mass extending down- 
ward from the left side of the neck to 7 
cm. below the sternal notch. The trachea 
was displaced anteriorly. 

At operation Dr. James G. Spackman 
removed the left thyroid lobe and isthmus 
with the substernal extension of the gland. 
As the procedure was being completed the 
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patient developed short, jerky, impaired 
respirations. A catheter could not be 
passed through the intratracheal tube. 
Therefore it was removed and replaced but 
without improvement. The patient’s res- 
piratory distress persisted and she became 
slightly cyanotic with tachycardia and a 
dropping blood pressure. Shortly there- 
after, pulmonary-edema type fluid was 
aspirated from the tracheal tube. Positive- 
pressure oxygen was employed with ques- 
tionable effect. Shock became more pro- 
nounced, and in spite of strophantine and 
blood transfusions the tachycardia and the 
circulatory status did not improve. It 
looked as if the patient would die on the 
operating table. 


Examination at that time revealed de- 
creased breath sounds and a hyperreson- 
ant percussion note over the left anterior 
chest. Wheezes and rales were present 
over the right chest. No blood pressure was 
obtainable. The pulse was rapid and barely 
palpable. Respirations were jerky and 
paradoxical in type. Because of the clinical 
suspicion of pneumothorax a needle was 
put into the third anterior left interspace 
and at least 1000 cc. of air was removed 
through a syringe with a three-way stop 
cock. While no pressure readings were ob- 
tained, the air initially was under enough 
pressure to move the barrel of the syringe 
during expiration. 


Following this the patient showed signs 
of improvement and an underwater drain- 
age tube was attached to the needle. How- 
ever, after the patient was moved she once 
again became dyspneic and cyanotic. 
Hyperresonance and absent breath sounds 
on the left were more striking than before. 
Since the needle had clogged, a polyethy- 
lene tube was inserted for improved drain- 
age, with definite relief. A large quantity 
of air was released through the tube. 


During the two to three hours that these 
events were taking place, the patient’s pul- 
monary edema had been controlled with 
the use of oxygen, alcohol and positive 
pressure. Blood, plasma and cedilanid 
were administered for what appeared to be 
associated heart failure and shock. Later, 
because of persistent wheezing, amino- 
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phyllin was added to the intravenous 
fluids. 

The next day the patient showed definite 
improvement. Her blood chemistries and 
electrocardiogram were not remarkable. A 
portable chest film which was done shortly 
after the air was first released was not too 
satisfactory but appeared to show good 
pulmonary expansion. 

The patient’s clinical course showed 
steady improvement. Her polyethylene 
tube was removed on the third post-oper- 
ative day and she was discharged a week 
later. 

This case illustrates the development of 
a tension pneumothorax at the completion 
of a thyroidectomy. An obstructive air- 
way, possibly the use of positive pressure 
inhalation therapy, and the patient’s own 
exaggerated inspiratory efforts probably 
contributed to the pneumothorax. The 
resp.ratory distress was intensified by the 
catastrophe and only rapid recognition of 
the problem led to the life-saving release 
of the tension pneumothorax. 

Case 2. This was a 35 year old woman 
who developed a severe headache with con- 
vulsions during the month prior to admis- 
sion. An electroencephalogram suggested 
a paroxymal disorder with no focal local- 
ization, and a neurological examination 
was reported as normal. 

On admission, the patient complained of 
headache but had no significant objective 
findings. The blood pressure was 115/70 
and the heart and lungs were normal to 
percussion and auscultation. 

Routine laboratory tests and a spinal 
fluid examination were normal. A ventri- 
culogram was suggestive of a space-taking 
lesion extending into the right lateral ven- 
tricle. 

At operation the dura was found to be 
under increased pressure. The base of the 
ventricular floor was visualized and a 
mass was tentatively identified emerging 
from the thalamic region. Biopsies were 
taken but the exploration was stopped 
since removal of the lesion would have af- 
fected too many vital areas. 

On the first postoperative day the pa- 
tient complained of headache and nausea. 
She was noted to have paralysis of the 
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muscles of the right eye and of the left 
arm and leg. Her chest was clear to auscul- 
tation. On the second day her nausea per- 
sisted and she appeared to be dysphagic. 
Later she developed a sudden tachycardia 
with rapid respirations and a loose, inade- 
quate cough. Her temperature jumped to 
104°. The neurosurgeons doubted that the 
fever was central in origin. 

A chest film revealed a central haziness 
in both lower lobes which was thought to 
represent infection or edema. Her blood 
pressure was 180/110, pulse was 140. 

Examination of the pharynx revealed 
erythema and thick green mucus. There 
were depressed breath sounds in the right 
lower lobe. Her cough sounded loose and 
ineffectual. 

The aortic second sound was accentu- 
ated. Heart sounds at the apex were satis- 
factory. She was thought to have a central 
aspiration type of pneumonia. Antibiotics 
were ordered and tracheal aspirations 
were attempted. Her airway was difficult 
to maintain because of the thick mucus, a 
poor cough, and an impaired swallowing 
reflex. 

A tracheostomy was done. Much thick 
mucus was aspirated and clinical signs of 
atelectasis in the right lower lobe were im- 
proved. 

On the following day she developed 
paradoxical respirations of an obstructive 
type. Cyanosis and dyspnea became 
marked. Aspirations of the trachea were 
dry. Breath sounds were almost absent in 
the left anterior chest and it had a hyper- 
resonant percussion note suggesting a 
secondary pneumothorax. However, the 
tracheostomy tube was found to be partial- 
ly out of the trachea and thus was probab- 
ly responsible for some of the obstructive 
type of breathing. The tube was replaced 
with temporary improvement. 

On the next day (fourth postoperative 
day) the patient’s breathing again became 
markedly labored. The findings in her left 
chest were much more definite with almost 
completely absent breath sounds and hy- 
perresonant percussion notes. The heart 
was displaced to the right. An X-ray re- 
vealed a definite pneumothorax with shift 
of the trachea to the right and a two-thirds 
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collapse of the left lung. A polyethylene 
tube was inserted into the left pleural cav- 
ity and over 1000 cc. of air was aspirated 
immediately. The tube was attached to an 
underwater drainage bottle. The patient 
showed marked improvement. Air con- 
tinued to be expelled for the next day or 
so, especially on coughing. The breath 
sounds improved and good re-expansion of 
the lung was demonstrated by x-ray. The 
catheter was removed after four days. 

Her course was complicated by post- 
operative thalamic pain and weakness in 
the left arm and leg. No definite tumor 
diagnosis could be made from the biopsies 
of the brain lesion. She was discharged 
unimproved as far as her original com- 
plaint was concerned but her secondary 
pulmonary complications had _ cleared. 
Further brain surgery was contemplated 
after a period of convalescence. 

The second case developed a pneumotho- 
rax more gradually after her surgical pro- 
cedure. Once again there was no evidence 
that the pleura had been incised. Obstruc- 
tive breathing due to both the mucus secre- 
tions and misplaced tracheostomy tube 
must have been an important factor in 
the development of her pneumothorax. 
Since she had had definite atelectasis at 
one point it was only by persistent physical 
examination that it was possible to demon- 
strate that her recurrent respiratory dis- 
tress was due to a tension pneumothorax. 
Release of air from the chest helped im- 
mensely in stopping a progressively more 
severe respiratory problem. 

Detailed reviews of this problem have 
been reported in the literature by Mack- 
lin,' Neffson? and others.*-*7 

Air can gain access to the mediastinum 
and pleural cavities by two pathways. 
Forbes’ refers to these as the extrinsic and 


intrinsic pathways. By the extrinsic route 


air is drawn into the superior medias- 
tinum along the fascial planes of the neck 
through perforations of the trachea, 
bronchi, and the esophagus, or by dissec- 
tion along the retroperitoneal spaces. In- 
jury to the apex of the pleura in the neck, 
which is frequently the surgeon’s first 
thought, is an unusual cause of this com- 
plication. Bowden* has presented in de- 
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tail the anatomical basis for this theory. 
He has shown there is an open passageway 
into the superior mediastinum between the 
middle and deep layer of the deep cervical 
fascia in the midline space. 

In the intrinsic process air proceeds 
from minute alveolar ruptures along the 
pulmonary vascular sheaths into the medi- 
astinum. Macklin and Macklin' have ex- 
haustively reviewed the etiology of medias- 
tinal emphysema with and without pneu- 
mothorax. They consider the intrinsic 
route as being the most likely explanation 
for the emphysema. The mechanism of 
production, as demonstrated by them, is 
the rupture of an intrapulmonary vesicle 
as a result of a localized or generalized 
hyperinflation of lung tissue. This allows 
the escape of air into the interstitial tis- 
sues of the lung. The air then dissects 
along the sheaths of the pulmonary vessels 
to the lung roots and enters the medias- 
tinum. From here air may build up dan- 
gerous pressure in the mediastinum, may 
dissect upward into the neck along the 
fascial planes present with relief of the 
increased pressure, or may cause rupture 
of the mediastinal pleura with production 
of a pneumothorax in one or both pleural 
cavities. 

In both theories of emphysema and 
pneumothorax production, an important 
contributing cause is the existence of a 
partial obstruction to the natural airway, 
tracheostomy tube or tracheal intubation 
tube because of laryngospasm or thick 
mucoid secretions. A more rapid, forceful 
respiratory pattern then occurs producing 
increased intrapulmonary pressure. In an 
effort to relieve the obstruction by cough- 
ing or by positive pressure anesthesia a 
further increase in intrapulmonary pres- 
sure results. When a sufficiently elevated 
pressure occurs the complication of medi- 
astinal emphysema and pneumothorax is 
produced. 

The rapid diagnosis depends on the 
awareness of the possible occurrence of 
this complication during surgical pro- 
cedures of the head and neck. Frequently 
this diagnosis is difficult to establish dur- 
ing the course of an operation since the 
majority of the clinical signs and symp- 
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toms may be masked by the anesthesia. 
Any variation in the respiratory pattern 
associated with a partially obstructed air- 
way should alert the possibility of this 
complication. Respiratory distress with 
or without cyanosis, respiratory lag, rapid 
inspiration and expiration with paradox- 
ical breathing may be the presenting 
symptoms. Where pneumothorax is pres- 
ent a tympanic percussion note and 
absence of breath sounds may be found on 
the affected side. Frequently the diag- 
nostic picture is that of a tension pneu- 
mothorax. This may involve one or both 
pleural spaces. Shift in the cardiac out- 
line and decreased cardiac tone may be 
present. Mediastinal emphysema without 
pneumothorax can occur. The only ab- 
normal physical finding then may be a 
characteristic precordial crunch - like 
sound, In both cases as the venous return 
to the heart is impeded, dilated cervical 
neck veins may be noted and circulatory 
collapse with shock may ensue. 

Diagnosis is established by the insertion 
of a needle into the pleural space, noting 
the elevated intrapleural pressure and as- 
pirating air. An x-ray of the chest can 
be used to confirm the diagnosis of a pneu- 
mothorax, but is not necessary. Medias- 
tinal emphysema is not easy to recognize 
in the PA roentgen projection. Lateral 
views, which may be difficult to obtain in 
an acutely ill patient are needed for a diag- 
nosis. 

Treatment consists in the immediate 
withdrawal of air from the pleural space. 
A single pleural aspiration may be suffi- 
cient to reduce the tension in the pleural 
space to provide immediate relief. If air 
continues to enter, then catheter insertion 
into the pleural space with underwater 
drainage into a water seal bottle is used. 
Incomplete relief of symptoms after 
evacuation of air under pressure from one 
pleural cavity usually indicates the pres- 
ence of a bilateral pneumothorax requiring 
aspiration of both pleural spaces. The 
therapy of mediastinal emphysema with- 
out pneumothorax is a more difficult prob- 
lem. Needle aspiration of air using the 
third right parasternal intercostal inter- 
space has been successfully used. Cervical 
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mediastinotomy* has also been reported as 
a more drastic successful method of treat- 
ment. 
SUMMARY 

Two cases of pneumothorax following 
surgery in the neck have been discussed. 
One patient had a thyroidectomy and an- 
other a tracheostomy. Both had as pos- 
sible secondary etiological factors an ele- 
ment of obstructive breathing. Their res- 
piratory distress became _ increasingly 
severe as the pneumothorax developed. 
The necessity for early clinical recognition 


and treatment was stressed. 
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THE USE OF AN ILEAL SEGMENT AS 
A SUBSTITUTE BLADDER 
EDWIN A. MEKANIK, M.D., 
and 
CHARLES E. MARONEY, M.D.* 
Wilmington, Del. 

The recent enthusiastic reports on the 
use of a segment of distal ileum as an 
artificial bladder prompted its employ- 
ment in two cases of carcinoma of the 
urinary bladder seen at the Memorial Hos- 
pital this past year. Although many in- 
genious methods have been devised to ac- 
commodate the urinary stream after re- 
moval of the bladder the common factor 
underlying many failures has been the con- 
tamination produced by the passing fecal 
stream. Except for cutaneous ureteros- 
tomies which may occasionally be resorted 
to, no solution appears more feasible than 
to utilize some segment of the intestinal 
tract. After isolation, with its vascular 
pedicle intact, such a segment can be 
closed at one end and the open end can 


*Associate in Surgery and Director, Department of 
Urology, respectively, Memorial Hospital. 
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be brought to the surface of the abdomen. 
At the time of this writing two patients 
are utilizing modifications of such an 
ureteral-intestinal anastomosis. One pa- 
tient, approximately three years post- 
operative following a pelvic evisceration 
for recurrent carcinoma of the cervix, is 
utilizing her caecum and ascending colon 
as an artificial bladder with the terminal 
ileum serving as the urethra. Another, 
one and one half years after cystectomy, 
pelvic node dissection, etc., for carcinoma 
of the urinary bladder, has his sigmoid and 
rectum serving as a reservoir for urinary 
drainage with the proximal colon brought 
out as a colostomy. 


According to Bricker et al. the simple 
diversion of the fecal stream does not 
solve the problem because the urinary 
stasis and absorptive phenomena that oc- 
cur add burdens to infected kidneys which 
are insurmountable and lead to electrolyte 
disturbances which eventually are irrever- 
sible. 


It was therefore postulated that a small 
segment of ileum would better serve as a 
receptacle for the ureters for the following 
reasons: 


1) the area of mucosa exposed to urine 
is much less 


2) the actual contact-time of the urine 
is less 


3) the ileal segment serves as an excel- 
lent conduit and promotes prompt 
evacuation. 


The reports of Bricker et al. were so 
enthusiastic and their results so good that 
it was decided to utilize the ileal segment 
in the two cases to be presented. In each 
case the receptacle for the urine has been 
a Pierce colostomy bag cut to fit the 
ileostomy. To date this arrangement has 
proved to be satisfactory to each of the 
patients. 


Case 1. M. L., a 58 year old white 
female, was admitted to the Memorial Hos- 
pital 4/13/53 with a two week history of 
gross hematuria, frequency and weakness. 
Admission studies revealed: RBC 1.8, 
Hb 4.25, WBC 15,800, BUN 14.5. The 
urine was grossly bloody. Bimanual ex- 
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amination revealed a tumor measuring ap- 
proximately 6 x 5 x 4 cm. anterior to a 
small uterine corpus. 

After repeated transfusions had cor- 
rected her anemia a cystoscopy was done 
and revealed an extensive bladder tumor 
occupying the entire left half of her blad- 
der and obliterating the left ureteral ori- 
fice. Biopsies were taken and reported as 
epidermoid carcinoma, grade II. Pyelo- 
grams revealed a normal-appearing right 
kidney with a moderate hydronephrosis of 
the left kidney. Subsequent examinations 
revealed no evidence of metastatic disease 
so the patient was prepared for surgery. 

On 4/23/53, abdominal exploration fail- 
ed to reveal any palpable evidence of ex- 
tension of the tumor beyond the confines 
of the pelvis. Accordingly, a total cystec- 
tomy, hysterectomy, bilateral salpingo- 
oophorectomy hemi-vaginectomy, appen- 
dectomy and pelvic node dissection was 
carried out. An 8” segment of terminal 
ileum was then isolated and after anas- 
tomosis of the corresponding ends of the 
ileum, the ureters were implanted into the 
isolated ileal segment. The distal portion 
of the segment was then brought out as an 
ileostomy. 

Urinary drainage post-operatively was 
prompt and continued so during the pa- 
tient’s entire hospital stay. The patient 
was discharged on her 28th post-operative 
day and has remained well without any 
medications to the time of this writing. 

Case 2. J. L. S., a 69 year old white 
male, was admitted to the Memorial Hos- 
pital on 6/3/53 with gross hematuria as 
his presenting problem. The patient had 
been seen on previous occasions for the 
same complaints and cystoscopy had re- 
vealed a small papillary tumor which on 
repeated biopsies had proven to be a tran- 
sitional cell carcinoma, grade I. Each time 
the lesion had been fulgerated only to re- 
cur. 

On this admission cystoscopy revealed 
a papillary tumor 2 x 1 cms. just lateral 
to the left ureteral orifice and extending 
along the left wall of the bladder. Biopsy 
this time was reported as transitional cell 
carcinoma, grade III. The tumor was not 
palpable on bimanual examination. 
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Pre-operative survey revealed no evi- 
dence of distant metastatic disease. 

After preparation, on 6/11/53 an ab- 
dominal exploration was carried out. No 
palpable evidence of metastatic disease 
was noted beyond the pelvis so a total 
cystectomy, prostato-vesiculectomy, ap- 
pendectomy, combined with pelvic lymph 
node dissection was done. After a seg- 
ment of terminal ileum was isolated, the 
proximal and distal portions of the ileum 
were anastomosed. The ureters were then 
anastomosed to the ileal segment as sug- 
gested by Bricker and the distal portion 
of the ileal segment was brought out as 
an ileostomy. 

Although it was thought at the time of 
surgery that nodes adjacent to the bladder 
contained tumor, examination of the speci- 
men microscopically failed to reveal any 
metastatic disease. The primary tumor 
site showed invasion of the underlying 
bladder musculature. 


The patient’s post-operative course was 
quite satisfactory and he left the hospital 


on his 25th post-operative day. 


Although the patient is well at the time 
of this writing he has pyelographic evi- 
dence of ureteral stricture at the site of 
his anastomosis on the right side and has 
had one episode of left flank pain associ- 
ated with chills and fever which promptly 
subsided with therapy. Obviously, these 
represent failures in surgical technique. 


The advantages of this type of uretero- 
intestinal combination have been mention- 
ed in a previous paragraph. A successful 
result demands meticulous detail in the 
anastomosis. Obviously, with a good re- 
sult, the chemical disturbances frequently 
found in other types of anastomoses are 
eliminated. However, as demonstrated in 
Case 2, any impairment of drainage may 
be followed by well known sequelae. 
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Information Available On 
Medical Scholarships 


Requests for information on available med- 
ical scholarships and loans for a medical edu- 
cation have prompted the publication of a 
comprehensive new pamphlet on the subject 
by the AMA’s Council on Rural Health in 
cooperation with the Department of Public 
Relations. Scheduled for release in April, this 
booklet will contain a compilation, by state, 
of pertinent information regarding all types 
ef medical scholarships and loan funds now 
uvailable through medical society, govern- 
mental and other special funds. Copies may 
he obtained from the Council on Rural Health. 

Newscores — Riding the highways and 
byways of rural Kentucky these days aboard 
Bookmobiles sponsored by the state depart- 
ment of education are copies of ‘‘Today’s 
Health’? magazine, arranged by the Ken- 
tucky State Medical Association through its 
Woman’s Auxiliary . . . Streamlined annual 
report for 1953 was issued in March by the 
Amerwan Medical Education Foundation to 
tell its story of progress in assisting the na- 
iion’s medical schools over the past three 
years. . . Branching out into television with 
a show entitled, ‘‘ Ask the Doctor,’’ are W. W. 
Bauer, M.D., director of AMA’s Bureau of 
Health Education, and Elizabeth Hart, well- 
known women’s commentator. Answering 
questions on common health subjects sent in 
by listeners, the program at present is car- 
ried on sustaining time at 1:15 p. m. (CST) 
over Chicago’s WBKB-TV (ABC channel 7) 
... The number of physicians and medical 
society executives touring AMA Headquar- 
ters during 1953 more than doubled over the 
previous year. All out-of-town physicians vis- 
iting in Chicago are invited to tour the Associ- 
ation building at any time... 


Because of the high degree of resistance 
which many strains of infecting organisms 
now exhibit to the antibacterial effects of 
streptomycin and because sensitive strains 
of infecting micro-organisms often become 
very quickly resistant to this antibiotic, the 
therapeutic use of streptomycin should be 
limited to the treatment of tuberculosis. 
Perrin H. Long, M. D., N. Y. 8S. J. Med. 
Oct. 1, 1953. 
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“ALMS! ALMS! FOR THE LOVE 
OF ALLAH, ALMS!” 

In that unforgettable performance of 
Otis Skinner, as Haj the Beggar in Kis- 
met, we first heard these famous words. 
In one form or another we are still hear- 
ing them, almost constantly; ever recur- 
ring and ever increasing appeals are made 
for contributions to an ever growing list 
of charities. The list for 1953 follows: 


Campaign Month Goal Raised 
March of Dimes (Polio) January Notknown $178,000 
Amer. Heart Assn February 16,000 17,000 + 
Cath. Youth Organ. (CYO) February 16,000 16,000 + 
Welfare Council February 14,000 13,000 
Amer. Red Cross March 312,000 312,000 
Del. Soc. Crip. Ch. & Adults Mar.-April 30 ,000 25,000 . 
United Negro College Fund April 26,000 23,000 
Amer. Cancer Soc. April 70,000 92,000 
United Community Fund October 1,13,200 1,138,000 
Muscular Dystrophy November —_— 7,000 
United Jewish Appeal November 300 ,000 250,000 
Del. Anti Th. Soc. December No goal pron 

) 
Twenty-five Neediest December No goal 11,000 


Total 1,923,200 2,163,000 
There are, of course, other causes, both 
local and national, to which Delawareans 
have contributed, but on which we have 
little or no information. These would in- 


clude Recreation, Promotion and Service, 
Interfaiths, Cerebral Palsy, Rheumatic 
and Arthitis, parochial causes, S.P.C.A., 
etc. 

Finally, there have been the “capital 
fund” campaigns, such as the current 
Memorial! Hospital drive, a quiet appeal by 
the Children’s Bureau to purchase and 
renovate its quarters, and several other 
limited appeals of this nature. We thank 
the executive secretary of the United Com- 
munity Fund, Mr. Frederick H. Norris 
for the above data. 

Our purpose in presenting this data at 
this time is to pose the main question: are 
we doing this thing the right way? Is 
there any way to eliminate the almost cer- 
tain overlapping of some items, such as 
rentals, office salaries, etc.? Is it not pos- 
sible to combine several of these cam- 
paigns whose objects are so closely inter- 
related? Finally, is it not possible to com- 
bine them all into one super campaign? 
In other words, are we doing this thing 
the right way? 

AMEF Contributions Exceed 
One Million Dollars 

Contributions to the American Medical Ed- 
ucation Foundation during the first 11% 
months of 1953 totalled $1,047,000, The pres- 
ent total exceeds donations received during 
the entire year of 1952 by $141,000. More 
than 24,500 physicians contributed $847,361 
directly to 70 of the nation’s 79 approved 
medical sehools. 

Plans for the 1954 campaign were dis- 
cussed at the third annual meeting of AMEF 
state chairmen Jan. 24 in Chicago. 


Grant To Dr. Pollak 

A grant has been made to Dr. O. J. Pollak 
of Dover, Del., by the A. H. Robins Co., Inc., 
Richmond, Va., to determine the role of En- 
tozyme (Robins) in the mobilization and depo- 
sition of fat, it is announced by Dr. William 
R. Bond, director of clinical research of the 
Robins Company. Dr. Pollak has been study- 
ing the effect of cholesterol feeding on the lipo- 
proteins in rabbits. Entozyme contains pan- 
creatin, pepsin and bile salts. 
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MISCELLANEOUS 


AMA Studies Physician 
Attitudes On Insurance 

While there is no doubt that most physi- 
cians favor the many forms of voluntary 
health insurance now in existence over any 
compulsory tax system, no attempt has been 
made to analyze attitudes of physicians re- 
garding certain aspects of the voluntary type 
of protection. The AMA’s Council on Medical 
Service—through its Committee on Prepay- 
ment Medical and Hospital Service—current- 
ly is sponsoring a survey of these underlying 
doctor attitudes. 

Since voluntary insurance programs are in- 
suring an increasing number of persons each 
vear, the attitudes of physicians—as they 
are the ones who render professional treat- 
ment to policyholders—are important factors 
to consider in the future plans of insurance 
programs. 

Among other things, the AMA survey is 
designed to bring to light certain physician 
attitudes regarding service benefits, the ex- 
tent to which the principle of coinsurance 
should apply, the adequacy of benefits (fee 
schedules), the extent to which insurance may 
influence the cost of health care, and so forth. 

Although the Council on Medical Service is 
sponsoring this study, the questionnaire itself 
was compiled after consultations with the Bu- 
reau of Medical Economic Research, repre- 
sentatives from Blue Shield and other organ- 
izations. 


AMA Exhibi: In Nation's Capital 

By special invitation of the museum, the 
American Medical Association will display 
its exhibit, ‘‘The Organs of the Human 
Body,’’ at the Smithsonian Institution in 
Washington, D. C., during 1954. After this 
year, this exhibit will be available for show- 
ings in other museums throughout the 
country. 

A new exhibit—‘‘ The Physician’s Responsi- 
bility in Highway Aecidents’’—«ealls the doe- 
tor’s attention to the fact that he should warn 
patients about the dangers of driving while 
under the influence of sedatives, antihista- 
mines or anticonvulsive drugs. For profession- 
al showings only, this exhibit may be booked 
through the AMA’s Bureau of Exhibits. 
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Radio Series Deals With Superstitions 

To show how certain old wives’ tales—like 
the one about fish being ‘‘a brain food’’—ecan 
sometimes lead us far astray and other times 
to actual cures for disease, the AMA’s Bu- 
reau of Health Education has prepared a new 
radio transeription series entitled, ‘‘Super- 
stition ... or Secience.’’ This 13-program 
series will be available April 1 for broadeast- 
ing over local radio stations under the aus- 
pices of state and county medical societies. 

Here is a brief rundown on some of the 
subjects covered in this interesting series: 
(1) Magie Touch—deals with such ancient 
notions as mad stones; (2) Nutrition Fallacies 
—reveals the facts regarding common foods 
as based on scientific investigations; (3) 
Quinine—shows how the use of crude cino- 
chona bark by certain Indians led to the de- 
velopment of quinine; (4) Electricity and 
Magnetism—compares hypnotism employed 
by quacks and modern medical use of elee- 
tronies and x-ray; (5) Cancer; (6) Goiter; 
(7) Anesthesia—traces the development of 
modern anesthesia from the days when pa- 
iients were clubbed over the head with a 
mallet; (8) Wounds—draws comparison be- 
tween old-fashioned methods of eurbing in- 
tection and modern treatments; (9) Digitalis; 
(10) Fertility; (11) Seurvy; (12) Ephedrine, 
and (13) Tonics and Home Remedies. 


Sponsors Blood Anemia Study 

Since very little is known about hypo- 
plastic anemias which sometimes develop fol- 
lowing the use of certain drugs, a sub-com- 
mittee on blood dyserasias recently was es- 
tablished by the AMA’s Committee on Re- 
search to investigate this problem. Because it 
is impossible at the present time to predict 
the oecurrence of these anemias by means of 
animal tests and only after a drug has been 
in use for a considerable length of time do re- 
ports of such anemias become manifest, it 
was felt that a complete study of the prob- 
lem should be made. Plans will be laid for 
the further development of better laboratory 
testing methods at a meeting of the commit- 
tee some time in May. A forthcoming editorial 
in the Journal of the AMA ealls attention to 
the need for better and earlier reporting of 
these conditions. 
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Through its probable action on the labyrinth, 
dependable control of vertigo and nausea has made 
Dramamine the most widely-prescribed product in its field. 


Vertigo: [The Labyrinthine 
Structure and Dramamine” 


Damamine’s remarkable therapeutic effi- 
ciency is believed to be the result of sup- 
pression of the over-stimulated labyrinth. 
Thus it prevents the resulting symptom com- 
plex of vertigo, nausea and, finally, vomiting. 

First known for its value in motion sick- 
ness, Dramamine is widely prescribed for 
nausea and vomiting of pregnancy, electro- 
shock therapy, certain drugs and narcotiza- 
tion. It relieves vertigo of Méniére’s syn- 
drome, fenestration procedures, labyrin- 
thitis, hypertensive disease and that accom- 
panying radiation and antibiotic therapy. 


A most impressive number of clinical 
studies shows that Dramamine has a high 
therapeutic index and minimal side actions. 
Drowsiness is possible in some patients but 
in many instances this side action is not 
undesirable. 

Dramamine (brand of dimenhydrinate) is 
available in tablets of 50 mg. each; liquid 
containing 12.5 mg. per 4 cc. Dramamine 
is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation. G. D. Searle & Co., Research in 
the Service of Medicine. 
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EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only .. . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. .. . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bldg. Del. Trust Bldg. 


“A PRIVATE PSYCHIATRIC SANITARIUM” 


DAYBREAK LODGE 


SANFORD G. ROGG, M. D. 
Diplomate In Psychiatry 
Medical Director 


Complete Psychiatric Care For 


DIAGNOSTIC PROBLEMS 
MENTAL DISORDERS 
NERVOUS-EMOTIONAL 
ALCOHOL-ADDICTION 
FATIGUED ADULTS 


Electric Therapy 
Psychotherapy— tin Therapy 


Registered Nurses In Attendance 
Licensed By The State of Delaware 


2801 W. 6TH STREET, WILMINGTON, DEL. WILM. 8-2251 — 5-3702 
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ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
513 Market Street 723 Market Street 


900 Orange Street Manor Park 
WILMINGTON, DELAWARE 


Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 


According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


PARKE 


Snstitu Supp er 
Of Fine Food: 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia : Pittsburgh 
7746 Dungan Rd., Philadelphia 11, Penna. 


W. maintain 


prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 
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JOHN G. MERKEL 
& SONS 


hysici ans — Hospi la [ 
cLaboratory— Invalid 


PHONE 4-8818 


801 N. Union Street 


Wilmington, Delaware 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Pro- 
tection, Avoids Unpleasant Situations 
By Immediate Thorough Investigation 
And Saves You The High Costs Of 
Litigation. 


The Only Plan Which Is Officially Spon- 
sored By Your Local Medical Society 
The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bidg. 10th &G Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 8-647] 


If it’s insurable we can insure it 


Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


“think! How THESE 


WOULD HELP IN PAYING [AXES IN 
CASE YOU ARE KILLED... 


EPECIFIC BENEFITS a.so ror Loss oF 
IMB OR LIMBS FROM ACCIDENTAL 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 
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Professional Films 
for 


Hospital Staff Conferences 
Medical Schools 
Postgraduate Refresher Courses 


State and County 
Medical Society Meetings 


A distinguished series of color films graphically demonstrating the newer 
diagnostic techniques in cancer. Sponsored jointly by the American Cancer Society 
and the National Cancer Institute of the United States Public Health Service, 


Cancer —The Problem of Early Diagnosis 

Breast Cancer — The Problem of Early Diagnosis 
Gastrointestinal Cancer —The Problem of Early Diagnosis, 
Uterine Cancer —The Problem of Early Diagnosis 

Oral Cancer — The Problem of: Early Diagnosis 


Lung Cancer —The Problem of Early Diagnosis (in production for winter release) 
All are 16 mm. sound films in color 


As a service to the medical profession, showings of these and other 
teaching films in our Professional Film Loan Library will be arranged by the 
Division of the American Cancer Society in your state upon request. 


American Cancer Society, inc. 
47 Beaver Street, New York 4, New York 
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FRAIMS DAIRIES 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


A Store for... 


Cuality Wiinded Tl 


LEIBOWITZ’S 
224-226 MARKET STREET 
Wilmington, Delaware 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 


To keep 
your car running 
Better - Longer 


use the 

dependable friendly 
Services you find at 
your neighborhood 


DIAMOND GULF 


Service 
Station 


MILK 
builds 

sirong 
bodies 


Look for the 
Sealtest trademark 
and the 

red tile pattern 
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| Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family —- you WATER HEATER 


should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you’re sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see Us. 


DELAWARE POWER € LIGHT CO. 
“The Sorce” 
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Lactum 


son nee! 


in addition 
to Liquid Lactum... 


POWDERED 


Powdered Lactum®presents all of the outstandingly superior qualities 
inherent in Liquid Lactum in a form preferred by many physicians. 
Powdered Lactum is homogenized, pasteurized and then spray-dried to 
produce a powder that can be reliquefied quickly and smoothly. 


Lactum formulas: 


e provide a more than ample margin of 
protein for optimal growth and develop- 
ment—25% more than the National Re- 

. search Council's Recommended Daily 
Allowance. 


« contain all the natural nutrients of 
whole milk in normal proportions. No 
natural fat is removed to be replaced 
with cheaper animal or vegetable fats. 
All vitamins and minerals are kept in the 
original amounts. And Lactum® formu- 


las provide twice the amount of vitamin 
Be as breast milk. 

e include sufficient added carbohydrate 
(Dextri-Maltose®) to spare protein and 
permit efficient fat metabolism—an added 
margin of safety for the infant. 


« are exceptionally easy to prepare... 
1 ounce of Liquid Lactum to 1 ounce of 
water, or 1 measure of Powdered Lactum 
to 2 ounces of water, make a formula 
supplying 20 calories per fluid ounce. 


ideal as a formula for routine use, Powdered Lactum is also exceptionally use- 
ful for supplementary and complementary feedings. 


For optimal growth and development. . . for uncomplicated nutritional progress 


..- specify Lactum, Liquid or Powdered. 


Lactum 


The nutritionally sound formula for infants 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. T MEAD) 
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